Dysphagia aortica is a rare condition defined by difficulty in swallowing and is caused by extrinsic compression of the esophagus due to an ectatic, tortuous, or aneurysmatic atherosclerotic thoracic aorta. It is easy to miss the diagnosis if the clinician does not consider the possibility of dysphagia caused by a thoracic aortic aneurysm. We present the case of an 82-year-old man who developed dysphagia aortica associated with a large thoracic aortic aneurysm. Extrinsic compression of the esophagus caused by an enlarged thoracic aorta was seen on upper gastrointestinal endoscopy, barium esophagogram, and chest computed tomography. With dietary modifications, his symptoms of dysphagia gradually improved.
INTRODUCTION
Dysphagia is an alarming symptom that warrants prompt evaluation to identify the exact cause and initiate appropriate therapy.
It might be due to a structural anomaly or abnormal motility in the passage of solids or liquids from the oral cavity to the stomach.
Dysphagia aortica is a mechanical dysphagia due to the extrinsic compression of the esophagus by an ectatic, tortuous aorta or aneurysmal atherosclerotic aorta. The exact incidence of dysphagia aortica has not been established; however, it is rare [1] . We report here a case of an 82-year-old man with dysphagia aortica caused by a large thoracic aortic aneurysm (TAA).
CASE REPORT
An 82-year-old male patient was hospitalized for nausea and vomiting with dysphagia. He had a long-standing history of hypertension, chronic renal failure, and bronchiectasis. He was diagnosed with atrial fibrillation and heart failure 2 years ago and was treated with anticoagulants and diuretics. At that time, he complained of intermittent chest discomfort, and mediastinal widening was observed on chest X-ray; hence, he was sent for cardiac computed tomography (CT). CT revealed a large TAA of size 5.5 cm involving the aortic arch ( Fig. 1 ). Surgical treatment for the TAA was recommended but he refused surgery due to concerns about the risk of surgery.
He had been hospitalized twice earlier, 5 months and 3 months ago, and was provided conservative treatment for nausea, intermittent chest discomfort, and vague dysphagia. At the time of earlier hospitalization, blood chemistry showed hyponatremia that was attributed to the long-term use of diuretics, and his symptoms had rapidly improved with fluid therapy, antacids and gastrointestinal motility drugs; thus, he was discharged without further evaluation.
However, he was admitted again with the same symptoms. A detailed medical history was taken to identify the accurate cause of dysphagia. Symptoms were gradual in onset and were aggravat- Given these test results, dysphagia aortica was diagnosed. Surgical correction of the thoracic aneurysm was recommended but was refused by the patient. Dietary modifications such as liquid diet, chewing small amounts of soft diet were attempted for treatment. His symptoms gradually improved and he was discharged after 2 weeks of hospitalization. He is currently doing well with dietary modification.
DISCUSSION
The term dysphagia aortica was first described by Pape [2] Patients with dysphagia aortica usually present with dysphagia for solids but not for liquids, unless the lumen is severely compromised. Dysphagia to liquids is related more to disorders of esophageal motility. However, as the compression progresses, dysphagia for liquids follows [4] .
In the presented case, our patient was admitted repeatedly due to vomiting and vague swallowing difficulty. However, an early diagnosis for dysphagia aortica could not be made because his symptoms were intermittent and not severe. We misdiagnosed hyponatremia as the cause of his symptoms, due to the history of long-term use of diuretics for heart failure.
The diagnosis of dysphagia aortica is difficult. Most cases with TAA are identified incidentally and have no symptoms related to an aneurysm. Symptoms occur when the size of the aneurysm increases rapidly or complications such as aortic dissection or rupture develop. Until date, several cases of dysphagia aortica have been reported, but the exact incidence has not been established. It is rare and even when large, does not necessarily result in dysphagia. According to previous reports, the incidence of dysphagia aortica is higher in women and in old patients as well as in those with short stature, hypertension, and kyphosis [5, 6] .
A barium esophagram can suggest the diagnosis based on the appearance of a partial obstruction and a pulsatile movement, synchronous with aortic pulsation. Esophageal manometry might reveal a localized high-pressure band with abnormal motility [5] .
Endoscopy might show extrinsic compression of the esophagus, and pulsations might be seen. Chest CT, the most important diagnostic modality, can provide findings supporting the diagnosis of dysphagia aortica by revealing a TAA and a displaced esophagus.
However, there is no gold standard diagnostic procedure for dysphagia aortica. The radiographic findings are often inconclusive because a dilated, tortuous thoracic aorta is frequently encountered in elderly patients with dysphagia. False negative results are common in barium swallow studies and vascular pulsation commonly appears during endoscopy of the normal esophagus as well.
In addition, the classical manometric features suggestive of dysphagia aortica can also be seen in normal subjects [7] . to open surgery because it is less invasive and has shown low morbidity rate in TAA treatment. Two contemporary case reports of TEVAR in treating TAA with dysphagia showed considerable symptom relief and the safety of the procedure [8, 9] . Although there is a concern about esophageal erosion resulting in aortoesophageal fistula due to TEVAR [10, 11] , it might be considered for patients who cannot be treated surgically.
Coelho-Prabhu and Baron [12] reported esophageal stenting in dysphagia aortica for the first time in 2009. Their patient's symptoms rapidly improved, and the patient was able to tolerate a full diet, despite remaining at high risk due to TAA. Since then however, esophageal stenting alone in dysphagia aortica has never been reported in the literature. There might be a risk of stent distortion by the pulsatile aorta and a risk of aortic rupture due to the aortic wall erosion induced by the self-expansible property of the stent. Further evidence for the esophageal stenting is needed in dysphagia aortica.
Our patient had a high surgical risk and more importantly, he refused surgical treatment. TEVAR was also contraindicated because his TAA involved the branches of aortic arch. However, his dysphagia was not severe, and significantly improved with dietary modification alone. If the patient's symptoms are further aggravated by the gradual expansion of the aortic aneurysm, we will inevitably have to consider esophageal stenting or percutaneous endoscopic gastrostomy.
In conclusion, dysphagia aortica is a rare cause of dysphagia and can be improved by conservative and surgical or interventional treatments. It is important to remember that a TAA can cause dysphagia, which can prevent delayed diagnosis and catastrophic complications.
